When one year old, whilst apparently quite well, had a sudden attack of coughing and choking, accompanied by considerable dyspncea sufficiently serious to make the mother rush to the doctor; diagnosis, croup.
Hoarseness and cough persisting for twelve months, despite treatment at various places, suggested whooping-cough.
At 2 she developed diphtheria, and dyspncea necessitated tracheotomy. First seen by exhibitor at the age of 2 years 4 months, when admitted to hospital with cough and dyspncea, severe enough to cause cyanosis at times. Position of operation scar seemed to point to a very high tracheotomy, and led to the provisional diagnosis of obstruction from granulations in the larynx.
X-ray photo showed open safety-pin, point up, at level of fifth cervical vertebra, presumably at or just below the cricoid.
Child struggled during administration of anesthetic; breathing ceased: tracheotomy wound opened up and tube inserted.
In a later skiagram the safety-pin had dropped to the level of the fourth dorsal vertebra, probably at the bifurcation of the trachea.
Under general anasthesia, pin found in upper part of right bronchus. Point seized, tube pushed down over it, pin and tube removed together.
Pin, originally a gilt one, very corroded, and when laid on a table the pointed branch became separated from the spring.
Commnents.-(a) It is not always advisable to attempt closure of an open safetypin as the initial step towards removal. In this case the pin branch 'would have separated, leaving two springless foreign bodies-one pointed-to deal with. (b) Do chronic hoarseness and spasmodic cough suggest the necessity for X-ray examination in young children ?
The safety-pin had a widespread and a strong spring. (a) The point was disengaged from the cesophageal wall and the tube passed down over it.
Repeated attempts to remove pin and tube together failed, the keeper being invariably caught.
(b) The strength of the spring foiled attempts at closure. (c) Version did not succeed. (d) It was decided to pass the pin into the stomach for removal by gastrotomy. As the forceps released the pin in the stomach, it turned over, the spring was seized and pulled into the tube, which was drawn out with the safety pin inside it.
HOSIERY NEEDLE WITH WOOL IN EYE REMOVED FROM LARYNX OF WOMAN
OF 25, BY THE INDIRECT METHOD UNDER LOCAL ANAESTHESIA. The blunt end was embedded in the right arytwnoid, the point in the epiglottis.
My intention was to seize the pin near the blunt end, release it from the arytanoid, push the pointed end through the epiglottis, grasp the point and withdraw the whole needle through that structure. Hosiery needles are very brittle. This one broke in two, and the fragments were removed separately. (1) Swollen oedematous mucosa completely hid the foreign body.
(2) Application of various forceps unsuccessful-all either failed to grasp, or slipped off on tightening.
(3) Suction by cotton-wool and gauze plug-with the idea that sudden withdrawal might create a vacuum, as happens when the piston of a syringe is rapidly pulled up. This failed.
(4) Blunt hook forced past the bean-became inextricably fixed-probably in mouth of small bronchus.
(5) Low tracheotomy-shaft of hook cut through. Hook ultimately disengaged, but did not move the bean.
(6) Forceps again applied through tracheotomy wound, but without result. Comments.-(a) The employment of the curved hook created such complications and delay as to make one hesitate to use it again in a similar case. Possibly, if the curve were limited to a right angle it would less likely become anchored, and would be more easily disengaged. (b) Removal of the bean by morcellement cannot be advocated, but in this case it seemed the lesser of two evils.
I have described this case as " atelectasis," but the radiographer tells me that the skiagram is more like that of an emphysematous lung filled with fluid.
I shall be glad if someone would tell me if this is an instance of obstructive emphysema described by McCrae and Chevalier J ackson. These authorities say there are two types: (1) obstructive emphysema, and (2) obstructive atelectasis, and that these can be differentiated easily by a skiagram. They state that obstructive emphysema occurs in all cases where a vegetable substance is inspired into a bronchus, but that obstructive atelectasis comes on so rapidly when the foreign body is maize or bean, that the one condition passes rapidly into the other, and that in a space of twenty-four hours a " drowned " lung may be found.
Discussion.-Mr. HERBERT TILLEY said that in young children chronic hoarseness and spasmodic cough which did not quickly respond to ordinary measures, suggested the need for radiography. In such cases, should X-rays not give evidence of a foreign body, the bronchoscope should then be used in case there might be an object not opaque to the rays. He had shown before the Section the case of a child who had an open paper-fastener in the left bronchus and it had been there twenty-one months. There bad been cough and bronchitic symptoms and the tonsils had been enucleated to relieve the bronchitis, though this was limited to the left lung. When a good radiogram was taken the foreign body was easy to see, and he (the speaker) removed it.
Mr. A. J. WRIGHT said that the heart was displaced towards the affected lung, suggesting that the lung was in a state of collapse, and not of emphysema.
Mr. W. M. MOLLISON said that, illustrating the difficulty sometimes experienced, he recently had in hospital an infant, aged 1 year, who had been under a physician for about a month, and had received active treatment for bronchitis for a fortnight, but with no good result. As so much laryngeal noise was made by the patient and disturbed the rest of others in the ward, he (the speaker) was asked for an opinion. He found nothing wrong with the larynx, and suggested a skiagram. This showed a collar-stud just below the cricoid; it had been there six months. An ordinary small tube was passed into the csophagus, but it was impossible to remove the collar-stud, therefore he had a small Mosher's tube made; even then it was difficult to remove the stud, as it had button-holed itself between the cesophagus and the trachea. However, he managed to do so, but opened the fistula between the trachea and the cesophagus, and the child died.
Mr. H. S. BARWELL (President) said he had had a case similar to Mr. Mollison's, but it occurred long ago when the direct method was first introduced. A metal collar-stud was fixed like an anchor in the upper aperture of the cesophagus under the prominence of the cricoid cartilage; he had failed to remove it and the infant had died. As it had been in extremis when brought to hospital, no external operatioil could be attempted.
Sir JAMES DUNDAS-GRANT said that a hook had been made, after the fashion of Lister's ear hook, and like certain bottle-cork extractors which were passed on the flat beyond the cork and then rotated through a quarter turn so as to catch it. He had found this hook very useful in " orientating " and loosening the large portion of an inferior denture [shown on the screen] which he had removed by means of D. R. Paterson's forceps furnished with Irwin Moore's blades. It was at the level of the clavicle.
Mr. BELL TAWSE (in reply) said the hook he used was the Chevalier Jackson hook. He believed there was now on the market a new one, designed by Birkett, with the hook at a right angle, and with a mark on the handle so that one could tell what was the exact position of the hook at any time.
Mr. H. S. BARWELL (President) said that Chevalier Jackson had come to the conclusion that no hook should be at as sharp an angle as a right angle.
